Muller2 and alternative methods of communication by Rowley.2 Publications and other materials for those giving therapy are produced by, for example, the Winslow Press, Buckingham, and Action for Dysphasic Adults (ADA).
Develop communication by any means, said a consultant running a rehabilitation centre: any form of communication makes a great difference to the family as well as the afflicted person. Even the sexual relationship is apparently vulnerable in the face of speech loss. ' Coping with Disability,3Help Yourselves,4 and pamphlets by the College of Speech Therapists, ADA, and the Chest, Heart, and Stroke Association are useful. Even if the patient never says a word again speech therapy may help to sort out the "muddle in the head," as this consultant put it. Language and communication generally, and not just speech, are the point. In this respect many studies of speech therapy may have too narrow a perspective.
Nevertheless, speech therapists are not plentiful and therapy as distinct from diagnosis and advice must be justified by hard evidence. Are there improvements that are not due simply to spontaneous recovery and are sufficient to justify all that goes into it? Do different forms of speech therapy have different degrees of success, and is therapy more than general stimulation and support -in other words, are speech therapists essential or can other people provide similar "treatment"? Finally, is timing crucial: should speech therapy coincide with the period of natural recovery (chiefly the first three months5) or take over where nature leaves off; and is it never too late for it to help, as individual cases would suggest? Theories of recovery, methods of treatment, and evaluation are discussed by Miller.6 Among more than 20 studies of speech therapy after stroke reviewed in 1979 most appeared to show benefit. 7 Miller, however, reviewing the evidence (for aphasia of different types and causes), argues that there is no convincing evidence so far that speech therapy has a specific effect on aphasia.6 A recent trial suggested that BRITISH MEDICAL JOURNAL VOLUME 290 '4 The outcome and the aims may be more general than with speech therapy but very important in human terms: improved morale, for instance, and more interest in life.'4 The organiser of the Volunteer Stroke Scheme (box) said that even 10 years after a stroke someone could be given general help, enabling him to get back into life and into the community. According to reports from general practitioners, speech therapists, families, and volunteers, general confidence improved in 90-95% and speech in at least 70% of clients, many of whom had been taken on a considerable time after the stroke. '4 The Volunteer Stroke Scheme arose out of the success of intensive work with one sufferer, the actress Patricia Neal. 13 She was relatively young and fit, and for six hours a day, five days a week, 15 friends and neighbours gave her a programme of work. She learnt to speak, read, and write again. The detailed suggestions for work of this kind (which includes interesting outings) provide a springboard for relatives and friends even if there is no local scheme.'2 13 Experience has now accumulated2 14 and the aim is to have schemes all over Britain.
A strength of this approach is that it may be built on common interests and rapport between clients and helpers. The organiser of the Volunteer Stroke Scheme emphasised to me the importance of giving these people something they want to talk about: even well people may have nothing to say if they are bored, so how can the victim of a stroke be expected to struggle with speech "if nothing lovely happens in his life"? This fits in with the theory that speech therapy works not by retraining but by stimulating the occurrence of speech, though this is quite unproved. 6 With sufficiently detailed assessments from speech therapists and guidance about what to do, could volunteers in fact administer most of the treatment, freeing therapists to give guidance on more patients? The study suggesting that volunteers can do this effectively was small" and more work is needed. Increasingly scientifically based speech therapy locating and using the "understudy systems Regarding volunteers as supplementing speech therapists and not as substitutes is of the greatest importance. A speech therapist I met was worried that in places where volunteers provide the only service the volunteer scheme might distract the authorities from the need for speech therapists to provide, at the least, guidance and repeated assessments. The shortage of therapists means that domiciliary speech therapy is possible in few places and frail housebound people are denied help.
Dealing with memory problems A recent study suggested that rehabilitation should concentrate less on physical function and more on cognitive ability.'" Several units I visited regretted that they had no clinical psychologist or only a small share of one. In practice much "cognitive" retraining is carried out effectively by speech and occupational therapists in the context of their own therapies. But this may not be enough for the more severely impaired. Management decisions on the creation of more posts for clinical psychologists, and the necessary funding, are thought to be needed-especially as the possibilities of psychological approaches, with the call for evaluation, are increasing. When available psychologists usually concentrate on assessment of cognitive and emotional problems and advising other staff, and perhaps relatives. (Some believe that there is scope for volunteers guided by psychologists, but they are little used.) In a few places-for example, Rivermead Rehabilitation Centre, Oxford-a neuropsychologist does take part in treatment. 16 Speaking of the rather poor results from memory training generally,6 one psychologist told me that he believed help with memory problems was best left out of the early rehabilitation programme, which may be crowded with other concerns, and left to be dealt with according to individual needs later. Wilson ----------BRITISH MEDICAL JOURNAL VOLUME 290 9 MARCH 1985 similar problems is helpful. Memory training is concerned with finding strategies that will enable individuals to get round their memory deficit-genuine restoration of lost memory functions probably does not occur in adults.
Microcomputers are beginning to be used for various "cognitive" training tasks for patients with stroke,'7 including reality orientation (see 16 February, p 542) for the minority who suffer from confusion; but there is not much experience yet or much suitable remedial material (I heard of a child's program on dressing sequence being used in a modified form). I will return to memory training and other cognitive approaches next week in the context of head injury.
Better stroke rehabilitation services "They ring me up weeping and they write long letters," said the Chest, Heart, and Stroke Association's counsellor about relatives who seek her help. There are many possible ways of providing good services and treatments, with scope for present resources to be used with greater effectiveness. Some questions have to be answered by researchespecially on the optimum timing and treatment for different patients-and alternative ways ofusing present resources need to be explored: "We need more flexible and imaginative services," someone said.
The general practitioner may be the best person to get things moving for the patient at home: initiating a domiciliary visit by the geriatrician, neurologist, or rehabilitation specialist, or referral for outpatient or day hospital assessment-even months or years after the stroke; ensuring that all possible aids, services, and cash benefits are provided; and putting all who wish it in contact with a stroke or speech club.
One way ahead is to mesh volunteers-where they are readily available-more closely in with professional services, as in Bristol with its range of long term support and activity groups '9 and In the past few years it has become apparent that the actual incidence of sexual assault is much higher than that reported to the police. Statistics supplied by the Federal Bureau of Investigation (FBI) in America in 1979 indicated that only one in 10 sexual assaults is reported (Uniform Crime Reports of the United States reported for the FBI, 1979) . The actual number of assaults occurring is difficult to assess, but a recent paper, again from the United States, gave the results of a questionnaire adrministered to 500 women from the general population of a mid-west city. Three hundred (59-9%) of these women confessed to having experienced an event of this type, some very trivial, but 41 of the women had actually been raped, and only four of these 41 had reported to the police.' In Greater Manchester, which has a population of 2 5 million, 76 cases of rape and 662 of indecent assault were reported to the police in 1983, 63 in 1982, and 52 in 1980 (annual reports of the Chief Constable of Greater Manchester, 1981 Manchester, , 1982 Manchester, , and 1983 .
The immediate effect of sexual assault is usually obvious, the victim reacting to the crisis with shock, anxiety, a hysterical reaction, or sometimes apathy and denial.2 Long term effects are difficult to assess but can be extremely disabling and sometimes only become apparent years later.3 One study in the United States Withington Hospital, Manchester M20 8LR MAY DUDDLE, FRCPSYCH, consultant psychiatrist reported interviews with 41 victims after one to two and a half years; of these victims, half were still frightened of being alone, three quarters were suspicious of others, and many had depressive and sexual problems. 4 McCrombie et al found that 73 6% of the victims they studied had some symptoms, including sleep disturbance, suicidal thoughts, and withdrawal from people, and 56-6% had severe phobias.
It has been suggested that immediate help followed by counselling for up to a year is necessary, and several studies show that most victims recover after such treatment, at least when there is no history of emotional or psychiatric problems.2 Longer term prospective studies are needed.
In this country the way in which these victims are dealt with varies widely but there are not as yet easily available centres where they can receive both forensic examination and psychological help. In some places rotas of police surgeons have been formed, all of whom have been trained in the important minutiae of the forensic examination, and usually some of these are women, but in many areas the victim may have no choice in the sex ofthe doctor examining her and the examinations often have to be done in very unsuitable premises, usually in a police station.6 Often also the doctors doing the examination are not trained in the correct procedures, thus making eventual legal proof of the crime difficult or impossible, and adequate prophylaxis may not be offered against pregnancy or sexually transmitted disease. Apart from the physical side few of the victims are offered any counselling help, either at the time of acute crisis or in the often traumatic later stages. When the victims are children it is even more important for the physical examination to be carried out by trained, sympathetic doctors, and referral may be
